Application Summary

Household Information

Applicatian 1D
Crestion Date

prirnary Informant Name

Irs Household

Entity ID .

preferred Spoken Language by
Prirary Informant

Prefested Written Languane by
primary Informant

Household Address and Contact Info

) Homeless
Are your home and mafling addresses the same?
Delivery Type
Home Address 1
Home Address 2
City
State
County
Zip
Emall
Home Phone

Work Phone
How would you Hike to be
contacted?

parson Seguence Number
Name

Gender

Date of Birth

Age

Place of Birth

Us Citlzen
Date of Entry into US

Marital Status

https:/fwww.assistedoneeapp .info/App/application_summary .aspx7SummaryID=1
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Lo Stop Ancaan o Kogith leowraeoen

Application Summary
Gonerated By Emesto Reynoso
Gonerated On 722l 2014

Application Created By
Assistar Phone Number
Assistor Location
Assistor Organtzation
Assistor Emati

Nurnber of Persons

Aduits
(.‘J'llildren
Unborn Children

s et e sben e ik < b et v 2 am e SAAR R et b s o

jon

Dejivery Type
) Maliing Address T
Mailing Address 2
City
State
Coutity
Zp

Celi Phone
Message/Emnmergency Phone

Person TD

Applying for Benafits
Relationship to Applicant
Have SSN

S5N

Legal Resident

PRUCOL Allen

Spouse Name

712212014



Application Sumrnary

Racefs
Has Disabifity

Disaplity Stert Date

Ever receives temporary €ash
asmistance, 551, Food Stamps of

Medi-Cal

Name used whan Cash Alg, SST,
Fosd Stamps or Medi-Cal reselver

Work More Than 100 Hrs
Lorg Term Care

Entry bate

Refqurn: Home In & Months
gnrolied in schoo! fulldme

schost Type

Reguesting Med!-Cal coverage for
unpald expenses in the iast 3
months?

panied for any state or federai
Drogram
Employer Pald [nsurance

Hag a lawsult pending due to 20
accident or Injury?

Hosphat or office visits

Other Expenses

Medical Home

Persun Sequence Numlber
Name

Gerder

Date of Birth
. Age

Pace of Birth

15 Citlzen

Date of Entry into US
Maritel Status
Pregnant

facels

Has Disabiitty

Digavllity Start Date

Ever recelved temporary Cash
asslstance, SSI, Food Stamps or

Medi-Cal :

Name used when Cash Ald, 351,
Fopd Stamps or Med-Cal recelved

Work More Than 100 Hrs
Long Term Care

Entry Date
Rebturn Home in & Months

Hispanic/iating

Madi-Cal BIC Numnber

Harme of Fality

ket Home

Schoot Name

prescribed Medications

persbh IR

Applying for Benefits
Relationship to Applcant
Hau;e SEN

S50

Legat Resident
PRUCCL Allen

Spouse Name

Hispanic/Lating

Medi-Cal BIC Rumber

Kare of Facity
Return Home

https://www.assistedoneeapp.infoprp/appﬁcaﬁonwmmmary.aspx?SummaryIDzI
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Application Summary

Enrolied I sehool fulliime

School Type

Requesting Medi-Cal coverage fur
unpald expenses in the last 3
months?

Danled for any state or federal
program

Empioyer Pald Insurance

Has a lawsult pending due to an
aceident or niury?

Hospltal or office visits
Other Expenses

sedical Home

Chiid Defalls

person Sequence Number
Hams

Gender

Date of Birth

Age

Place of Birth

Us Citizen

Date of Entry Into US

Maritat Status

Pragnant

Race/s

Mother Living in Home

Moﬁwfer Detessed

Mother's Identity knowr
Mother's Name ; '
custagial Parent ID (Mother)
Custodial Parent Name {Mother)
I5 Mother Disabled

Is Mother Employed
International Address (Mothet)
Addressi (Mother)

Address2 {Mother)

City {(Mother)

State (Mother)

2ip {Mother)

Has disability

Ever receiverd temporary Cash
assistance, $61, Food Stamps or

School Hame

prescribed Medications

Person ID

Applying for Benefits
Relzfionshis to Applicant
Have 55N

58N

l.e{;a_.t Resldent

pate Legal Permanent Status
Recelved

Spolse Name

Hispanic/Lating

Father Living in Home

Father Deceased

Father's identity known
Father's Name

Custedial Parent ID (Father)
Custodial Parent Hame {Father)
s Father Disabled ‘
Is Father Employed
Irternational Address (Father} )
Addressl (Father)

Address? (Father)

City {Father}

State (Father)

Zip {Fathar)

https:ﬂwww.assistedoneeapp.info/App/appﬁcationwsmnmary.aspx‘?SummaryID= 1
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Application Sunmary

Medi-Cal?

Long Termt Core
School Type

Schionl District Name

Requesting Medi-Cal coverage for

unpald expenses in the last 3
montrs?

Denled for any state or federal
program

Employer Paig Insurance

Has an empioyer offered to pay all

or some portion of your chilt's
heaith coverage?

KP Premium Amotint

EU Numbet

parsonh Sequence Number
Name

Gender

Date of Birth

Age

Place of Birth

us Gtizen

pate of Entry into US

PRUCOL Allen

Marita! Status

Pregrant

Racefs

Mother Living In Home

Mother Deceased

Mather's Identty knows
Mother's Natne

Cugtedial Parent 1B (Mother)
tustodiz! Parent Name (Mother)
1s Mother Disabled

s Mother Employed
1ntermational Addrass {Mother)
Addrassl (Moa-nerj

Address2 {Mother}

City (Mother}

State (Mother)

Zip (Mother)

Has disabiltty

Ever recelved tesporary Cash
assistante, SSE, Food Stamps or

Medi-Cal?

Page 4 of 6

Name of Facliicy
Schoul Name

PU Number

Person ID

Applying for Sensfits
Retatonship to Applicant
Have S5N

B8N

tegal Restdant

Date Legal Permanent Status
Recaived

Spouse Mame

Higpanic/Lating

Fﬁmer Living In Home

Father Deceased

Father's Identity knawn
Father's Name

Custottal Parent 1D {Father)
Custodial Parent Name (Father)
1s Father Disabled

Is Father Employad
fiternational Address (Father)
Address: (Father}

Address2 (Father)

City (Father)

State (Father)

Zip {Father)

hﬁps:fwaw.assistedoneeapp.info/App!applicaﬁonﬂsummary.aspx?SummaryID=1 7/22/2014



Application Summary

Long Term Care
School Type
School District Name

Requestihg Med-Cal coverage for
unpaid expenses i the fast 3
menths?

penled for any state or federal
program

Employer Pald Insurance

Has an employer offered to pay ait
or satne porfion of your child's

heaith coverage?

Kp Pramium Amount
El Number

Hotsehold Relationships

Bama

“Narne
Income

Grogs Monthly Amount

Address 1

City

Net Self Ersployment Incoms
Type of Work Indicated
Name

Income

Gross Monthly Arnount

Net Self Employment Income
Type of Work Indicated

Hame
Income
Gruss Monthly Amount

https:ffwww.assistedoneeapp.info/App/appHcaﬁonﬂmmmary.apr?SmnaryID=I

fiame of Facility

School Name

] NumEer

Relationship
Spouse
Parent
Parent
Spouse
Parent
Parent
Chid
Child
Sibling
Chiltd
Child
Sibling

Intome Type

Frequency

Employer Name

Statg
Zip
Telephone

seff Empioyment Hours Worked

Income Type
Frequernty

Self Employsment Hours Worked

Income Type
Fraguency

Name
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Application Summary

Net Self Employment Income Self Employment Hours Worked
Type of Work Indlcated '

Name ) Income Type

Income Erequency

Gross Monthly Amount

Net Self Empioyment Income Self Employment Hours Worked
Type of Work Indicates '

Additional Household Information 4

Does any chlid listed on this spplication attend a school?
Does anyone listed on this application clalm to be iegally blind or disabled?

Eligibility Results

Name Program,_pame Coverage_Type Opt_Out Ratonskder ?;::;w z:'é"s ;a::um :?;:"v 21'
E -

Notes

Application Slgnature Information

Program Kame $Ign_a1ﬁxre Type smna.w‘l:e Drate

] Print '@ Close
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